Introduction
Concern about the adverse psychological effects of mastectomy and breast cancer led us to appoint and train a nurse to counsel patients before and after surgery and to monitor their progress. '-3 We thought that she would prevent these problems and we carried out a study to test this.
Patients and methods
Using a random numbers table half the weeks during a 24-month period were designated as "counselling" weeks and the other half as "control" weeks. Women admitted for mastectomy in these weeks were assigned to the selected group. Patients in the counselling group were seen individually by a specialist nurse who gave them help before and after surgery. 4 She later visited them at home and in the follow-up clinics to monitor their progress. Control patients received only the care normally given by the surgical unit.
A trained interviewer (CT or MB) administered the present state examination to each woman shortly after surgery and three and 12 to 18 months later to determine the incidence of symptoms of anxiety, depression, and sexual problems.' A shortened version of the BrownBirley life events schedule was also used to assess the occurrence of other stressful events. 6 Depressive illness was diagnosed only when the patient reported a significant and persistent lowering of mood which had lasted four weeks or more and been accompanied by four of the following: loss of interest, impaired concentration, feelings of guilt, suicidal ideas, loss of energy, retardation or agitation, sleep disturbance, and changes in appetite or weight. Before anxiety could be considered morbid it also had to be significant, persistent, have lasted (table II) . Episodes of morbid anxiety (lasting a mean of 64 --24 months) and depression (62± 2-5 months) were much shorter in patients who received counselling than in control subjects (for anxiety 10 8 l5 7 months, t=4 3; df 68; p<0001; for depression 10 0 5-7; t=3 5; df 70; p<0001). The duration of sexual problems did not differ significantly between the counselled (10 8 5 7) and control groups (13 1 -:5 1 months).
Recognzitionz ofpsychiatric morbidity-The specialist nurse recognised 34 (89),) of the 38 women in her group who developed psychiatric problems, but these difficulties were detected in only 9 (22 "/) of the 41 affected controls (x2-354; 1 df; p<0001) by those concerned in their care. The nurse referred 29 of the 34 patients in whom she recognised problems to a psychiatrist (PM) for advice. Only six of those with problems in the control group were similarly referred. Another patient in the counselled group was referred by the surgeons. Thus, 30 (400%) patients were referred from this group compared with only six (8",,) controls (K2= 201, 1 df, p <0001.)
recognising and referring such patients if they were given a similar brief training. We did not use patients who had already undergone mastectomy as counsellors but accept that they could help considerably if problems of selection and training were resolved. The poor recognition of psychiatric morbidity in the control group suggests that the aftercare of patients who have undergone mastectomy should not be based on referrals by the surgical team. It also emphasises the need to train doctors, nurses, and social workers in the relevant assessment skills and increase their awareness of factors that prevent patients disclosing their difficulties.7 8 
Discussion
We were disappointed that counselling failed to prevent problems but believe that we were naive to expect this. The news that they have cancer and will lose a breast is a serious blow for most women even when they are prepared for it.
The nurse's monitoring of progress enabled her to recognise and refer most of those who needed psychiatric help. Many of these patients suffered from both morbid anxiety and depression and usually responded well to brief psychotherapy and tricyclic or tetracyclic antidepressants. Those with sexual problems proved more difficult to help. They could not adapt to the loss of a breast and were loth to accept any help which meant that they or their spouses had to look at the scar. We consider that they would benefit from reconstructive surgery.
We were encouraged that the recognition, referral, and treatment of patients in the counselling group substantially reduced the psychiatric morbidity. This reduction might have been achieved more rapidly had some women not delayed accepting psychiatric help because of the associated stigma. This delay might be avoided if the specialist nurse referred patients who needed help to their general practitioner. District nurses and health visitors might prove as able as the nurse in The psychiatric morbidity was high in both counselled and control groups but it is worth noting that 72 of the 152 patients assessed suffered advanced or recurrent disease or were given adjuvant chemotherapy or radiotherapy. Moreover, the incidence of problems in the control group 12 to 18 months after surgery was similar to that found in a previous study.3 These findings highlight the need to continue to explore ways of reducing or preventing the psychiatric morbidity associated with mastectomy and breast cancer.
Introduction
Amniotic fluid from pregnancies complicated by fetal anencephaly or spina bifida contains an excess of cells that adhere rapidly to glass or plastic under tissue-culture conditions.' Testing for these cells has been proposed as an adjunct to cx-fetoprotein assays in the prenatal diagnosis of neural-tube defects. phase-contrast microscopy and indirect immunofluorescence microscopy, using a glial-cell specific, glial fibrillary acidic protein antiserum (anti-GFA).6 7 The cells were also stained with an antiserum against purified human epidermal keratin polypeptides raised in rabbits and affinity-purified in a keratin-sepharose GL4B column.
Results
Several types of cells with different morphology were seen on the coverslips after 24 hours in culture, but the glial-specific fluorescence was evident in only a proportion of the cells ( figure (b, d) 
